INTRODUCTIO N
Th e artistic d ra wings of psych iatric patients have been of increasin g interest to men tal health professional s over th e last hundred year s. In the 1870's Si mon speculated on the rela tionsh ip between the art of psychotics a nd th eir illnesse s (1) . Freud a nd J ung ma de observations a bout th e symbolism of a rt work. By t he 1940's Na um berg developed a system of a rt th er ap y relying heavily on psych oan alyt ic t heory that is now a the rapeutic discipline in its own right (2) .
In th e inp ati ent m ilieu ar t the rapy is co mmon ty offered in conj unction with ot her therapies th at mak e up th e inp at ient ex perience. The art t her apist ofte n sha res the info rmation ga ined wit h t he primary therapist whe n the a rt work a ids in elucidating conflicts, de fenses, a nd though t conte nt t hat may not have been verb ali zed by the pa tient. Rarely does th e psych iatrist use art th erap y as his primary mode of th erapeutic interventio n.
CASE REPORT
The pat ien t, a th irt y-eight-year-old mal e wit h a longsta nding dia gnosis of chronic und iffer entiat ed schizophrenia , was admitted to t he inpatient psychi atri c se rvice a fter having presen ted da ily for three days to t he hospital cri sis center compl a ining of ner vousn ess a nd insomnia . Th e pati ent offered no ot her substantial inform ati on except to say th a t he had not been taking his medi ca tion , thiot hixene, 30 mg . dail y, for the last six mo nt hs. Reports fro m th e board ing home whe re he lived reveal ed th at the pat ient had a three week histor y of increasin g socia l withdra wal , poor appetite with weight loss, decr ease in slee p, a nd det eri or a tion in per sonal hygiene. In addition, th e pat ient was not ed to have behaved bizarrely, incl uding blan k stari ng for prol ong ed peri ods, screa m ing at th e wall s, a nd sleeping on th e floor wit h two stic ks across his chest in the sha pe of a cross. Th e pat ient den ied th ese reports. No rece nt stressors could be documen ted .
Past psychi atric histor y was rem arkabl e for seve ra l hosp ita lizati ons for psychotic episodes in his mid a nd lat e twenties. Th e pat ient was not hospitalized aga in un til age t hirty-five, after whic h he was hospit a lized yea rly for exacerbations of schizophrenia. He reported taking a ntipsychotic med ica tion only br iefly following ea ch hospi tali zatio n, eve n th ough he ad mitted t hat th e medicat ion did help his chron ic " nervousness." The pa tient had no histor y of consist ent out pa tient followup. He admitted to alcohol abuse from age eighteen to thirty-tw o, a lthough he had been a bsti nent for the last six yea rs. There was no history of drug a buse. Family history was significa nt for a n alc oholic father a nd a younger sister who had been hospitalized for unknown emotional problems. The pat ient offered little family or personal developmental data, except to sta te that he had never felt close to any of his family and had been estranged from them for man y yea rs.
The patient completed th e eighth gr ade a nd had a number of shor t-lived job s over the years, usuall y working as a sign painter or in a n a rt supply store . Pr ior to admi ssion he had been unemployed for two yea rs. During th e past five yea rs the patient stated he had spent most of his time a lone, dr awing a nd pa int ing, read ing the Bible, and "researching words " in the dictionary.
Mental status examination on ad mission revealed a well developed male who was unkempt and malodorous. His beh avior was gu arded a nd he often appeared to be responding to internal stimuli. His speech was coh erent wit h a norma l rate and diminished tonal variation . He spoke onl y in response to que stions. His affect was pleasant but shallow, and he described his mood as "mild." His thou ght processes were significant for paucity, tangentiality, circumstantiality, a nd occasional blocking. There was no evidence of thought derailment. He denied a ud itory a nd visua l ha llucinations, suicidal or homicidal idea tion. In addition pa ranoid ideation, ideas of reference, magical thinking, and delu sions were suspected, but den ied by the patient. He was oriented to person, place, a nd time. His mem or y was inta ct. His concentration was diminished. Ab stracting capabilities were idiosyncrati c. He a ppea red to have no insight into the nature of his problem, a nd his j udgment was superficially appropriate.
Physical examination was significa nt for mildl y elevated blood pressur e, a nd a resting tachycardia that resolved within 48 hours. Routine lab orat ory studies were unremarkable.
During the first week of hospitalization , the pat ient displ ayed biza rre behavior, including lying in bed at night full y clothed wearing gloves while placing a long sofa cushion on top of him self. He would often cover his food with na pkins an d reach under them to eat. Many tim es he was found a nxiously sta ring into space or at walls, muttering to him self incoherently. When as ked to expla in his beh avior , the pat ient would say it didn't mean a nything, or th at he didn 't know why he d id these things. A significant portion of the patient's day was spent compulsively dr awing comp lex pentagram-like symbols that varied little in design. Th is a ppea red to produce a calming effect on the patient and he would refuse to participate in milieu activities in order to continue this behavior. Although it was clear that the drawings had special significance, the patient would not share their meaning, say ing onl y th at they relaxed him and that he had to draw 10,000 of them by a certain time.
The patient was initially treated with thiothixene, 40 mg. dail y, tha t was titrated up to a dosage of 100 mg . of thiothixine dail y over a course of three weeks without a ny significa nt change in his behavior. He continued to be isolated , a nxious and guarded a round people , could not care for his personal hygiene a nd showed no impr ovement in sleep. In individual sessions with his psych iatrist th e patient was essenti ally nonverbal, offering silence or vague monosyllab ic a nswers to questions. Repeated suppo rt ive encouragement to verbali ze his problems a nd modi fy his behavior was met with silent, guarded resistance.
As it became incr easingly appa re nt that the pa tient expressed himself primaril y in a nonverbal manner, it was dec ided to use a rt thera py as a means of having the patient exp ress himself and develop a tru sting, therapeut ic relat ionship with his psychiatrist.
The patient's first assignment was to dr aw the conventional person, person of the opposite sex, house, a nd tree (3) . Th e dr awing of a person usually represents the patient himself (4). The patient's dr awin g, typical of a sch izophrenic, had a float ing head without a body and vaca nt eyes represent ing a loss of ego boundaries a nd perceptual disorganization (5) .
The patient was asked to discuss his dr awings with his psychia trist. For the first time, he anxiously a nd tentativel y began to sha re his frag men ted, menacing a nd hopeless world. His drawi ng of a person of the opposite sex was described as "maybe a rassler, may be some body mean." Thi s dr awing was similar to his first dr awing. It had a primarily male head with feminine eyes that may indicate poor rea lity sense, conflicts with sexua lity, and ambivalence towards females (6) . Th e tree drawing, often representative of a patient's affect ive sta te (3), had a disorga nized, barren and depressed qu ality to it. In discussing these first dr aw ings, th e patient verbally revealed more of himself than he had in the first twenty da ys of his hospital iza tion.
A few days later, when as ked to dr aw how life had been going for him, the pat ient produced what a ppea red to be a horse, head bent, strugg ling to pull a cart. " It's some kind of animal pulling a wagon , the kind I used to have as a kid . But the wagon is empty. I don't know why I drew this ," the patient explained. Th is joining of picture and words was in marked contrast to his prior sta tement that "Everything'S okay excep t for a litt le nervousness."
As the patient became more com fortable talkin g a bout his drawings, he slowly became more at ease discussing other matters with less use of a rt work. One drawi ng of his family produced two da ys worth of very verba l discussion in whic h he revealed his view of his psychosoci al development, perceived sense of early isolat ion from his famil y, and famil y history. Interestingly, the patient was repr esented by an erased head between the last two head s on the righ t side of the dr a wing.
As therapy progressed the patient sta rted initiating cont act with the psychiatrist, asking for daily drawing assignments. Gradually the patient' s focus in ar t thera py was shifted to ad dress how others perceived his behavior a nd how thi s effected the ir interaction with him. Slowly the patient bega n paying greater attenti on to his personal hygiene, his pentagra m drawing beca me less perseverative and more organized, he appeared calmer, and his sleep improved modestly . During thi s time his art work beca me more organized, optimistic, a nd appropria tely det ailed. Full huma n figures a ppea red. The last pict ure he drew during his hospit ali za tion is a n example of this. "This is a picture of me a bout a year from now . . . I'm in my studio cleaning th ings up . . . I think I'm happy and I'm trying to figure out what to paint; maybe somebod y's portrait." Symbolically the patient relates a positive understand ing that his progres s may be slow, bu t that he can actively participate in the process ("clea ning up" ). He has some uncert a int y and still distrusts the world, as evidenced by th e figure being d ra wn on profile and the weapon-like brushes in the figure 's hand . However, he shows newfou nd willingness to interact with others by painting "sornebody's portra it."
DISCUSSION
Art therapy can be a va luable instrument that can be used as a n a lternative to, or in conjunction wit h the more traditional inpatient interventions of supportive and rea lity oriented psychot hera py, milieu the rapy, and psychopharmacology (2, 7). Initia lly it may be seen by the patient as less threatening and revealing of himself (8) . By working a rou nd the resista nce to be verbal, art therapy can provide the pati ent an opportunity to communicate with his the rapist. It ca n aid in more closely dupl icat ing a schizo phrenic's prima ry process view of himself an d his world th an words would allow (I ) .
As the case described illustrates, ar t thera py can act as a catalyst in facilita ting verbal ization in a nonverbal patient. The for ma tion of a therapeutic alliance between a nonverba l pati ent a nd his thera pist is mad e easi er through art therapy by showing the patient a willingness on the pa rt of the therapist to understand him on his own terms . Art therapy may a lso relieve the monotony, boredom, and frustration often encountered when employing conventional "talk" therapy in nonverbal patients. By circu mventing this, a rt therapy foster s the trusting rela tionship th at is necessar y in order to br ing abo ut change in the patient.
Finally, art therapy can be helpful in monitoring the patient's progr ess in the hospital and act as confirmatory clinical evidence of change (8, 9) . Although it is important not to discount the beneficial effects that medic ation , the milieu, and other varia bles may have pla yed in the recovery of the patient described, it a ppears clea r that art therapy played a sig nificant role in facilitating a positive change in his behavior a nd his therapy.
